Reply
Thank you very much for your kind invitation to reply to comments on our article entitled "Renal Infiltration of Follicular Lymphoma" which has been published in your respected journal in volume 31 issue 3 in 2014.
We presented a rare case of follicular lymphoma (FL) which was diagnosed after nephrectomy of the involved kidney which is well documented in histopathology/immunochistochemistry pictures. The diagnosis was set up after CT scan which showed a renal mass mimicking renal cell carcinoma (RCC) but even so we avoided to use of the term primary renal lymphoma since we were not sure if it was FL which originated from the kidney or it was the infiltration of the kidney from the surrounding perirenal tissue. However, this is not relevant since it was extranodal FL for sure, which is quite rare to be found in the renal region of the body. After a surgery, performed CT scans of the body did not show the disease spreading so we decided to use a PET/CT scan, before making a decision on eventually "watch and wait" strategy. PET/CT scan found axillary lymph nodes to be positive with a high SUV (max 7). The situation became debatable since the grade of FL was 3A and SUV was high and we assumed that FL might be transforming in a more aggressive variant such as diffuse large B-cell lymphoma (DLBCL). Both FLIPI indexes were counted for the patient but we mentioned only FLIPI1 since there was a limited space for word counts for letters to the editor, so we did not have a place to comment on every aspect of analysis we have done. Our single institution decision was to treat the patient with R-CHOP. This can be debatable and we already commented in the text about our arguments to initiate induction therapy (grade 3 A and B can be treated like DLBCL as was appointed by one of the leading authorities in the field of FL treatment-Prof Ghielmini and there are publications that support the use of combined surgery+immunochemotherapy in renal lymphoma involvement but only if one kidney is involved [1] , which was the situation with our patient). We already gave our arguments pro and contra the use of anthracyclines. The patient received 8 cycles and achieved a complete remission which was PET/CT verified.
If complete remission and long PFS is to be achieved, rituximab in combination with chemotherapy such as CHOP or bendamustine should be used [I, B] [2, 3] . CVP combination results in inferior PFS, but no impact on OS was observed between these chemotherapy regimens [4] .
Rituximab maintenance for 2 years improves PFS (75% versus 58% after 3 years, p<0.0001) [I, B] [5] , whereas a shorter maintenance period results in inferior benefit [5, 6] . Our patient underwent rituximab maintenance which still lasts; once again word counts were the major limiting factors to comment on every aspect of the treatment.
Kind regards,

Dr. Ivan Petkovic
